Colonic wall thickening is frequently encountered in various conditions, from acute or chronic inflammatory disease to colorectal carcinoma. Colonic wall thickening may be accompanied by calcifications in mucinous adenocarcinoma of the colon, leiomyosarcoma of the colon, schistosomiasis japonica, and phlebosclerotic colitis. Phlebosclerotic colitis is a rare entity of chronic ischemic colitis associated with sclerosis and fibrosis of mesenteric veins. Although its development is usually insidious, and, thus its diagnosis can be delayed, characteristic findings in phlebosclerotic colitis are calcifications of mesenteric veins as well as colonic wall thickening with calcifications. We report on a 71-year-old woman who presented with chronic diarrhea and intermittent hematochezia, who was first misdiagnosed as mucinous adenocarcinoma of the colon, but finally diagnosed as a rare entity of chronic ischemic colitis, phlebosclerotic colitis. Differential points of phlebosclerotic colitis from other diseases, including leiomyosarcoma and schistosomiasis japonica, are also described. (Korean J Gastroenterol 2014;63:183-186) 
INTRODUCTION
Colonic wall thickening is frequently encountered in clinical practice. It is related to a variety of entities, including normal variants, inflammatory conditions, and colonic neoplasms. 1 Development of colonic wall thickenings may be not only primary, but also secondary in many clinical settings associated with body fluid retention due to heart failure, chronic liver disease, and renal insufficiency, and in other infiltrative diseases such as amyloidosis. Colonic wall thickenings can be accompanied by calcifications in mucinous adenocarcinoma of the colorectum, 1,2 leiomyosarcoma of the colon, 3 schistosomiasis japonica, 4 and phlebosclerotic colitis (PC), a rare entity of ischemic colitis.
Ischemic colitis may develop by occlusion or stenosis in mesenteric arteries or veins due to atherosclerotic, thrombotic, or embolic causes, or by insufficient tissue perfusion without occlusive lesions of mesenteric vessels. Ischemic colitis by non-thrombotic occlusion of mesenteric veins is rarely reported; however, it may be associated with systemic disease, such as amyloidosis, lupus, or rheumatoid arthritis.
Ischemic colitis due to disturbances in mesenteric blood flow due to sclerotic changes and calcifications of the venous wall is defined as PC. However, the etiology and pathogenesis of this rare entity of chronic ischemic colitis has not yet been clearly defined. Herein, we report on a case of colonic wall thickening with calcifications in PC, which was first misdiagnosed as a mucinous adenocarcinoma of the colon. 
CASE REPORT
A 71-year-old woman was admitted because of chronic diarrhea and hematochezia for the past seven months. One
year ago, she had found that her stool caliber became narrow.
However, no other alarming symptoms or signs suggestive of malignancy, including weight loss and fever, were noted. She had been living in America since immigrating 10 years ago. 2.9 ng/mL. Chest X-ray showed no enlargement of the heart.
Electrocardiogram showed non-specific ST-T wave change.
No ova or cyst suggesting infection of parasite was detected in stool examination.
We found multiple linear radiopacities in the right abdominal area on simple X-ray ( Fig. 1 ). Abdominal CT showed diffuse thickening of bowel walls with mural calcifications from the cecum to splenic flexure; surrounding mesenteric veins were also calcified ( Mesenteric veins also showed an abnormally thickened wall with hyalinization ( Fig. 4 ). After conservative management, she was discharged and returned to the Unites States. show staining in the colonic mucosa after being absorbed through the colonic wall were also suggested as a cause. In addition, the reason that PC usually involves the right-sided colon was also suggested to be due to the fact that certain toxic agents metabolized by colonic bacteria in the proximal colon were absorbed in the region. 5 However, in our patient, mucosal lesions of varying severity were distributed throughout the colon, ranging from the cecum to the sigmoid colon with no skipped lesions. One report suggested that it may gradually progress to the entire colon. 6 In addition, our pa-tient denied use of any herbal medication and had no predisposing conditions that might increase mesenteric venous pressure. Therefore, the cause of PC in our patient seems to be idiopathic.
Microscopic Therefore, awareness of this disease entity is needed because despite insidious and rare presentation of PC, its endoscopic and radiologic findings are characteristic.
